MISSOURI DIVISION OF HEALTH - _ STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEA].TH AND WELFARRE

0O NOT WRITE
ON THIS STuB

AMENDED

VS 300
Rev. 4/59

1}

DATE AMENDED

Primary Registration: District No. ___6225_

_Registrar’s No. _91_______

. PLACE OF DEATH
s COUNTY  yernon.

2. USUAL RESIDENCE (Where deceased lived.

f institution:

a. STATE Missouri b. COUNTYCaSS

Residence before
‘adm lélion_)

b. C.!'I;( {If outside corporata-limits, give TOWNSHIP. only}

TowN  Nevada

T
DL days

. CITY

OR
TowN Pleasant Hill

Inside Limits
Yol No O

¢. FULL NAME OF- (1§ NOT in hosp:ral give location)

HOSPITA

TNSTITUTION, State Hospital Neo, 3

Inside Limits

Yewlt Na‘E/

d. STREET
'ADDRESS

(If eutside, give locatian)’

Reside on’Farm

.Yes:[1 No I

3. NAME OF DECEASED
{Type.or.print)

First

Middle

Last

4. DATE

Month Day
OF. ’

Year

DEATH June
P, AGE {lsar binhday) |

Lizzie
7. Married []
Widowed Xl

Ora
5. 5EX 6., COLOR .OR-RACE
Female _| White
10a. USUAL OCCUPATION (Give kind of work done
during ' most of working |ife, even if ratired)
SH8asewite

133, FATHER'S NAME

1963
iF- UNDER 24 HR
Hours Min.

Kennedy

Never Married [1 [8. DATE OF BIRTH

Prereed O | 2/15/1882 80

10b. KIND. OF BUSINESS OR iNDUSTRY| 11.. BIRTHPLACE (City and state or.country)

Cleveland, Missouri

T4. NAME OF F

. Robert B, Kennedy

Address

5,
IF_ UNDER‘] YEAR
Months Days

T

12. CITIZEN OF WHAT COUNTRY.

U. S.

FUSBAND OR WIFE

13b. MCTHER'S MAIDEN NAME .

W, H., Hutchison Alena Meaders
15. WAS-DECEASED EVER IN U.S. ARMED FORCES? 16, SOCIAL SECURILTY NO.
{Yes, po, or unknown){ (If yes, give war or dates.

17. INFORMANT
Hospital records

it

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

INTERVAL BETWEEN
ONSET AND DEATH

Years

18. CAUSE OF DEATH (Enter.only one cause porwverer oy e =me—ers
PART 1. DEATH WAS CAUSED BY:

HMAMEDIATE CAUSE (s)

o

Arberlosclerotic Heart..- D:Lsease

DOCUMENT

Conditions, if sny,]  DUETO ) __Generalized Arteriosclerosis Years
which gave rise to
sbove cause (a),
stating the under-

lying causa ™ last, DUE TO {c) ~

PART §l. OTHER SIGMIFICANT CONDITIONS CONTR!BUTING TO DEATH but not related 10 the terminal
. .- disease condition given in PART | (a}

INSTEAD OF

PART HI. If decessad was female was '
there, s pregnancy in last 90 days.

rD Yas l K No I [’ Unknown
-20b. DESCRIBE ' HOW [NJURY OCCURRED. (Enfer natura of injury in PART I or PART 1l of item 18.)

"9, WAS AUTOPSY
" PERFORMED?
YES{] NOQS

e TIME OF ~Houl~ 7 Monihiy Day,Year. |-
T INIURY am. :
v p-m.

. 20d. INJURY OCCURRED.
. WHILE AT WORK [
NOT-WHILE AT WORK [}

20a. ACCIDENT  SUICIDE
O O

HOMICIDE.
-0

MEDICAL CERTIFICATION

20e. PLACE OF INJURY (e.g., in or about home; COUNTY

farm, factory, street, offide bldg., etc.)

e ,June _5_,49_63._“:1 last. ;;w_j{;;-an\;‘e‘oumg_i,_l%B__

on the date stated above, and to the best of my knowledae, from’ thé causes stated.

20f.. CITY, TOWN; OR LOCATION

e
-

Rl
el

- 22¢, DATE SIGNED

6/5/63

(State)’

. RESS .
te Hospital No, 3
23d. LQCA__I'ION_I 1(City,- town, or.county)
Plegsant Hill Mo,
25, DATE RECD. BY LOCAL REG. 3 (STRAR'S SIGNATURE g : .
5, o 971963 | (tanar & sy

{Licansed Embalmer’s Statement on.Reverse Side)

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

23a2. BURIAL,. CREMA ONy
REMOVAL (Specify}

R Emoval
‘FUNERAL DIRECTOR ADDRESS

Stanley Funeral Home, Pleasant Hi
[N

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

' F £ ..
| hereby certify that the body whose name is recorded on the reverse side of this. certificate was embalmed by me,

or by __ . .. Student Embalmer No.

working under my personal supervision.

Student.

Signature of Student Embatrer

Licensed. Embalmer No;JZLl.

) T - .. . y v .
. . . . v P.O. Addresw %{.

with the above constitutes grounds for revocahon of llcense) ot -
If embalmed by a STUDENT, he also- shal[ -sign in"his OWN handwrmng. ST
If this body-is not embalmed, fact should be ‘so stated above ’

.~




